To explore barriers to midwives and nurses addressing mental health issues with women during the perinatal period.
| INTRODUCTION
Pregnancy and early motherhood is a stressful and emotional time for all women; however, for 15%-25% of women, it may be a time of significant challenge due to the development of mental health problems in the perinatal period (NICE, 2014) . Given the association between perinatal mental health (PMH) problems and poor health outcomes for the baby (Ding et al., 2014; Kim et al., 2013; € Ozerdem & Akdeniz, 2014) , child (Conroy et al., 2012; Santona et al., 2015) , mother (Chew-Graham et al., 2008; NICE, 2014) and partners (Cooke & Bennett, 2012; Henshaw, Durkin, & Snell, 2016; Reid, Wieck, Matrunola, & Wittkowski, 2017) , as well as the economic cost to the exchequer (Bauer, Parsonage, Knapp, Iemmi, & Adelaja, 2014) , it is not surprising that PMH is considered a significant public In 2016, there were 63,897 births recorded in Ireland (Central Statistics Office, 2015) , with conservative figures estimating that approximately 9,584 (15%) of these women experienced some form of mental health issue in the perinatal period. As pregnancy and the postnatal period is a time when many women have frequent contact with health services (Redshaw & Henderson, 2016) , midwives and nurses working in primary care are ideally positioned to improve maternal and infant outcomes through early detection of distress and referral to appropriate services and supports (Beyondblue, 2008; World Health Organisation (WHO), 2013; . However, evidence suggests that despite the importance of discussing mental health in the perinatal period, PMH issues are often side-lined during clinical encounters with women, with studies indicating variable and selective screening practices among practitioners (Borglin, Hentzel, & Bohman, 2015; Chew-Graham et al., 2008; Jomeen, Glover, Jones, Garg, & Marshall, 2013; Rollans, Schmied, Kemp, & Meade, 2013) . Consequently, perinatal mental health problems (PMHPs) continue to go unrecognised and undiagnosed (Anding, R€ ohrle, Grieshop, Sch€ ucking, & Christiansen, 2015; Burgess & Shakespeare, 2016) , leaving many women struggling for long periods of time without the required support and interventions. As undiagnosed or untreated mental health problems can have serious consequences for the mother, the foetus, the baby and the wider family (Ding et al., 2014; Kim et al., 2013; Oates & Cantwell, 2011; Røsand, Slinning, Eberhard-Gran, Røysamb, & Tambs, 2011) , including relapse of existing mental health problems, development of new problems and in the extreme case maternal suicide (Oates & Cantwell, 2011) , it is important to establish any barriers to practitioners translating PMH policy aspirations into practice. This paper is part of a larger "Mind Mothers" project that focused on exploring midwives, public health nurses (PHNs)' and practice nurses (PNs)' knowledge, competence and practices in relation to PMH. This paper reports the findings of a study that explored participants' perceptions of the extent to which personal, organisational and structural factors hinder their care of women experiencing PMHPs.
| Factors influencing practitioners
Although there is limited research on the barriers to PNs addressing PMH care, qualitative research involving midwives and PHNs (also What does this paper contribute to the wider global clinical community?
• The provision of psychological and mental health support to mothers, children, and families in the perinatal period is considered an important goal internationally, yet research indicates that nurses working in primary care and midwives are hesitant about including mental health within their scope of practice. Identifying barriers to the inclusion of mental health has the potential to enhance our ability to design interventions that are relevant and focused. Thus, this article identifies and quantifies nurses' and midwives' perceptions of a range of barriers to perinatal mental health care.
• The findings are highly relevant as they identify the need for midwifery and primary care services to address organisational barriers, such as services, care pathways, workloads and privacy, and provide care pathways to guide decision-making. The findings also indicate a need to minimise provider-related barriers and provide education to ensure practitioners possess the requisite skill, knowledge and cultural competency to address perinatal mental health problems with confidence.
HIGGINS ET AL. called health visitors in other countries) suggests that while the majority are aware of the importance of, and understand the rationale for, including mental health screening practices and providing support within their scope of practice, some are hesitant to do so (Agapidaki et al., 2014; McLachlan, Forster, Collins, Gunn, & Hegarty, 2011; Ross-Davie, Elliott, Sarkar, & Green, 2006) . This reluctance may reflect practitioners' lack of knowledge on PMH issues as well as feelings of personal discomfort, particularly in relation to sensitive issues, such as a history of self-harm/suicide, past sexual abuse and intimate partner violence (Baldwin & Griffiths, 2009; Lau, McCauley, Barnfield, Moss, & Cross, 2015; McLachlan et al., 2011; Rollans et al., 2013; Ross-Davie et al., 2006) .
Low perceived ability in responding to disclosures of PMHPs and providing appropriate care may also impact negatively on practitioners' engagement with women about their mental health (Agapidaki et al., 2014; Fontein-Kuipers, Bude, Ausems, de Vries, & Nieuwenhuijze, 2014; Hauck et al., 2015; Jones, Creedy, & Gamble, 2012; Rollans et al., 2013; Sanders, 2006) . This together with a perception among practitioners that some issues may be too confronting to address directly and openly with women (Lau et al., 2015; Rollans et al., 2013; Rush, 2012 ) may contribute to and exacerbate the silence around PMHPs . Furthermore, when clear care pathways, supports and services for women are absent or practitioners' lack knowledge of their availability (Agapidaki et al., 2014; Jomeen et al., 2013; Jones et al., 2012) , practitioners may view asking women about their mental health as a fruitless exercise which will only add to their already burdensome workload (Chew-Graham et al., 2008; Jomeen et al., 2013) . Lack of time to include a mental health discussion or a perception that one must build a relationship with women over a protracted period of time prior to opening a discussion on mental health may also lead practitioners to defer screening and discussion of mental health issues (Borglin et al., 2015; Jones et al., 2012) .
Perinatal mental health practitioners (obstetric residents, physicians, nurses, care assistants, social workers and administrative staff (n = 28)) in Byatt et al.'s (2012) focus group study identified patient-, provider-and system-level barriers to addressing perinatal depression with women. Patient-level barriers related to cultural barriers, stigma and women's concerns about being judged. Provider-level barriers included lack of resources, skills and confidence needed to assess and manage perinatal depression while system-level barriers included limited access to mental health care and resources. In a study focused specifically on barriers to perinatal screening in women of refugee backgrounds, practitioners (midwives, obstetricians, perinatal experts, and interpreters [n = 28]) reported lack of cultural competence, lack of knowledge of trauma screening tools, lack of referral pathways and lack of time as barriers (Nithianandan et al., 2016) . Caring for women from culturally diverse backgrounds was also identified as a challenge within studies involving PHNs with some expressing concerns about their lack of knowledge on cultural differences and nuances around mental health (Almond & Lathlean, 2011; Baldwin & Griffiths, 2009; Glavin, Ellefsen, & Erdal, 2010; Jomeen et al., 2013) .
While all of these studies provide useful insight into potential barriers, with the exception of Jones et al.'s (2012) (Bauer et al., 2014; May et al., 2007) . Identifying barriers has the potential not only to increase our understanding of challenges to implementation, but, by quantifying the perceived significance, to enhance our ability to design interventions that are relevant and informed by the significance practitioners attach to each barrier (McEvoy et al., 2014) . Thus, this study (which is part of a larger Mind
Mothers study) set out to identify and quantify practitioners' perceptions of a range of potential barriers in order to ascertain which they perceived impacted most on their practice. The overall Mind Mothers study explored midwives' and nurses' knowledge, competence and practices in PMH care and other aspects are reported elsewhere Downes et al., 2017) .
The aim of this aspect of the study was to:
1. explore midwives' and primary care nurses' (PHNs and PNs) perceptions of barriers to addressing mental health issues with women in the perinatal period 2. identify the factors that they perceived as impacting most on their practice and 3. identify whether there were any differences in the extent to which issues were perceived as barriers depending on the practitioner group (midwives vs. nurses in primary care) and those who had or had not received PMH education.
| Design
The research design for the study was descriptive. For reasons of cost and time, data for the study were collected using an anonymous, self-completed survey. The survey was available in hard copy and online through Survey Monkey.
| Data collection
Data for the study were collected over a 2-month period in 2016.
| Survey
As a review of the literature did not yield an existing suitable instrument, the PMH barrier survey was developed by the research team based on findings from existing research and consultation with practitioners and clinical experts in PMH. The barriers aspect of the survey comprised of items that asked participants to indicate the extent to which they regarded 26 factors as barriers to providing PMH care to women. The barriers identified included provider-and systemlevel barriers. Provider barriers focused on knowledge, skill, role, fears of impact to woman, baby and provider-woman relationship, and beliefs about mental health problems. System/organisational barriers included organisation of care, resources and time (See Table 1 ).
The response categories were as follows: to no extent; to a little extent; to a moderate extent; and to a great extent.
In addition, the survey included the following: demographic questions and questions related to nursing and midwifery qualifications, education in PMH, length of time in role and whether employed within maternity or primary care services.
| Inclusion criteria
Midwives, PHNs and PNs (employed by general medical practitioners) registered with the Nursing and Midwifery Board of Ireland who were employed (either full-time or part-time) in public maternity, or primary care services were targeted for inclusion in the study. Both agency midwives/nurses and student midwives/nurses were excluded.
| Recruitment
The authors' aim was to recruit the total sample of midwives, PHNs and PNs. Because no national workplace database for these nurses or midwives exists within Ireland, the sample for the survey was recruited through gatekeepers. The Directors of Public Health Nursing and the Practice Development Coordinator for PNs within Ireland acted as gatekeepers for recruitment by sending an email, containing information about the study and the link to the online survey, to all PHNs and PNs on their databases. The Directors of Midwifery provided access to staff within their service and in some cases nominated others to act as gatekeepers for recruitment; these gatekeepers distributed the surveys to potential participants who met the inclusion criteria. Participants were requested to return the survey to the researchers or gatekeepers, or return by placing in sealed boxes located in strategic areas within some of the hospitals.
To maximise the response rate, two follow-up letters/emails were sent by the nominated gatekeepers 2 weeks apart, to remind potential participants to complete and return the surveys.
| Ethical considerations
Ethical approval for the study was granted by the University's
Research Ethics Committee and the relevant regional research ethics committees within the health services. The study information issued to potential participants outlined the voluntary and anonymous nature of participation; furthermore, it stated that no study site would be identified in any study publications. Return of the survey was taken as evidence of implied consent.
| Data analysis
The survey data were analysed using the Statistical Package for the Social Sciences (SPSS), version 21 (IBM Corp, 2012). Initially, descriptive statistical analysis, namely frequencies and percentages, was performed for the total sample using the four categories: "to no extent"; "to a little extent"; "to a moderate extent"; and "to a great extent". Following this, to distinguish which barriers each practitioner group perceived as the greater barriers, the categories, "to a moderate extent" and "to a great extent," were collapsed to form one category and data were reanalysed according to practitioner group.
Inferential statistics, namely cross-tabulation chi-square tests, were conducted to examine whether they were any statistically significant differences in participants' perceptions of barriers based on practitioner group (midwives vs. nurses) and whether practitioners had received education on PMH. The significance level for inferential statistical tests was set at p < .05.
| Validity and reliability/Rigour
The face validity of the survey was established by asking experts in the field of PMH care to review the survey and provide feedback in relation to its relevance and appropriateness as well as to identify any gaps in the survey. The survey was given to a psychiatrist with expertise in PMH, an advanced nurse practitioner in PMH, two midwives with expertise in mental health, a PHN and a PN manager for comment. Feedback from them mainly consisted of positive comments on the comprehensiveness of the survey. Only minor changes were made to the barriers question. These involved the removal of category headings identified in Table 1 and the addition of "isolation from knowledgeable colleagues" to the list of barriers. (Table 2 ).
In terms of education, 53.1% (n = 422) reported receiving education on PMH, with the highest number (n = 351) receiving it during their nurse/midwifery training. In terms of access to education, only 32.6% (n = 250) reported the availability of in-service education on PMH issues.
| Barriers to discussing mental health with women
The biggest impediments identified to discussing mental health issues with women related to system/organisational factors, namely the heavy workload resulting in a lack of time (76.7%, n = 506), the short time allocated to each woman (75.1%, n = 492) and the lack of clear mental healthcare pathways for women (64.8%, n = 426), with two-thirds to three quarters of the sample indicating that these issues were barriers to a moderate/great extent. Other organisational issues were identified by approximately half of the sample as being barriers to addressing mental health with women to a moderate/great extent, including not seeing women regularly enough to build the relationship required to discuss mental health (50.8%, n = 336), a lack of privacy (49.3%, n = 324), PMH services being unavailable (49.3%, n = 324), no organisational structure or process which enabled midwives and nurses to see women alone (48%, n = 317) and being isolated from knowledgeable colleagues with whom to discuss PMH issues (43.9%, n = 289).
Several provider factors, related to practitioners' perceptions of their knowledge, skill and confidence, were also perceived as impacting significantly on midwives' and nurses' ability to discuss mental health issues with women. Such factors included the following:
nurses and midwives feeling that they did not have enough knowledge to discuss mental health issues with women from different cultures (60.8%, n = 402), lacking knowledge to discuss mental health issues with women generally (52.9%, n = 349) and feeling that they did not possess the requisite skill to respond to a disclosure of a mental health issue (47.7%, n = 316). Provider factors related to fears about invoking a negative reaction or causing women offence and distress were identified as barriers to discussion to a moderate/ great extent by 36%-43% of participants, although a small proportion regarded risk of self-harm/suicide or risk to baby as significant barriers (7.3% and 6.1%, respectively).
Discomfort addressing mental health due to the presence of a partner was considered a barrier to a moderate/great extent by approximately a third of the sample (35.4%, n = 235), while midwives and nurses lacking knowledge of accessing mental health services and supports for women, and feeling that they lack authority to discuss mental health issues with women were regarded as barriers to a moderate/great extent by approximately a third of the sample (29.1%, n = 193 & 28%, n = 185, respectively).
Approximately 13%-25% of the sample thought that the following were barriers to a moderate/great extent: lack of support from colleagues or managers if a mental health issue emerges (23.9%, n = 157); fear that if the woman is referred to the GP, she will only receive medication (23.2%, n = 154); concern that their relationship with women would be negatively affected by asking about mental health issues (20.8%, n = 138); fear that women think that discussing mental health issues is not the role of the midwife/nurse (18.1%, n = 120); fear that documenting mental health issues would stigmatise the woman (17.3%, n = 115); and practitioners themselves regarding mental health as a taboo subject (12.7%, n = 84) (See Table 3 ).
| Midwives' vs. Nurses' perceptions of barriers
Although there was little difference between the groups on the top five barriers identified (See Table 4 ) and no statistically significant differences between the midwives and nurses in relation to the The literature, particularly the midwifery literature, highlighted the negative impact workload and time have on midwives' ability to form relationships with women and meet their emotional and psychological care needs (Elliott, Ross-Davie, Sarkar, & Green, 2007; Jones et al., 2012; Ross-Davie et al., 2006) . Furthermore, the postnatal ward was identified in one study as a particularly challenging environment due to it being busy and the quick passage of women through the maternity system (Edge, 2010) , while antenatally midwives are "swamped"
with tasks which must be completed during the booking visit (Redshaw & Henderson, 2016) . Lack of time was also a significant issue for PHNs in studies, with some PHNs in one study reporting that they deliberately avoided asking questions about mental health as they did not have the time to listen and engage with issues which might arise (Borglin et al., 2015) . In addition to time and workload, effective care was hampered by an absence of clearly defined care pathways and the availability of PMH services. Similar to our study, practitioners in other studies identified a lack of care pathways and appropriate services (Jomeen et al., 2013) , as well as a lack of knowledge and confidence in referral systems as factors contributing to their reticence around identifying PMHPs (Almond & Lathlean, 2011; Jomeen et al., 2013; Redshaw & Henderson, 2016) . Furthermore, PHNs in Rush's (2012) study were fearful that in the absence of PMH services, women with postnatal depression would become overly dependent on their service thus increasing the workload.
Lack of knowledge and skills in responding were identified as particular provider-related barriers to discussing mental health issues with women. Those without PMH education identified a perceived (Elliott et al., 2007; Jones et al., 2012; Legere et al., 2017; Ross-Davie et al., 2006) . While training has been shown to have the potential to effectively address these deficits (Elliott et al., 2007; Higgins, Tuohy, Murphy, & Begley, 2016; Legere et al., 2017; McLachlan et al., 2011), as the findings in our study show, many practitioners do not have access to appropriate training to prepare them for a role in PMH care (Agapidaki et al., 2014; Mollart, Newing, & Foureur, 2009; Redshaw & Henderson, 2016) . Furthermore, when training is offered, there is a tendency to focus on depression as opposed to the wider dimension of mental health issues encountered in pregnancy and the postnatal period (Almond & Lathlean, 2011; Jomeen et al., 2013) . The study's findings also point to a clear need for greater cultural competency among practitioners to facilitate them to engage with women from diverse backgrounds. Yet Almond and Lathlean (2011) point to a tendency in education programmes on PMH to exclude culturally effective methods for detecting and dealing with postnatal depression in women from ethnic minority groups. Caring for women from culturally diverse backgrounds was also identified as a challenge in other studies, due to a lack of knowledge and understanding of diverse cultures, the unavailability of culturally sensitive assessment tools, and concerns around language barriers and accessing skilled interpreters (Almond & Lathlean, 2011; Baldwin & Griffiths, 2009; Borglin et al., 2015; Edge, 2010; Nithianandan et al., 2016) . Globally, there are a variety of models and theories used to describe and explain mental health and mental illness, which are socially and culturally located (Mental Health Reform, 2016) . In addition to mothering expectations differing from culture to culture, the stigma surrounding mental health problems and socially prescribed norms around help seeking also differ . The onus therefore needs to be on midwives and nurses to develop cultural competence, so that they are sensitive to the cultural differences and nuances around mental health and sensitive to how a woman's social and cultural context may impact on her willingness to seek help and proactively discuss mental health issues. In addition to having formalised interpretative services, there is also a need for culturally specific validated tools and culturally sensitive PMH information that moves beyond the westernised constructs of "mental illness" and embraces other explanatory models of mental distress. In Ireland, this perceived lack of knowledge in relation to cultural issues is of increased significance given that in 2013 "15.5%
of births in Ireland were to women from EU countries outside of Ireland, and a further 6.6% were born to women from non-EU countries" (Department of Health, 2016: 39) .
Like other studies (Agapidaki et al., 2014; Chew-Graham, Sharp, Chamberlain, Folkes, & Turner, 2009; Mivsek, Hundley, & Kiger, 2008) , continuity of care was highlighted as an issue by participants with over half feeling that not seeing women regularly enough mitigated against building relationships. While acknowledging the challenges of practitioners' workload and time pressures, and the importance of continuity of care in promoting disclosure of distress to practitioners (Stanley, Borthwick, & Macleod, 2006) , there is also a need to challenge assumptions around the need to see a woman frequently or have a protracted period of time before enquiring about their mental health/emotional well-being. In the absence of this, even with knowledge on PMH issues, there is a risk that practitioners will continue to evade discussion around mental health, as embedded within the discourse of needing time to build a relationship is an opt-out clause of not having achieved sufficient rapport or trust within the time available. Thus, in a circular manner, the silence around mental health is maintained and perpetuated, with the next generation of practitioners being socialised into a similar belief system. Indeed, given the risks to the woman, foetus and baby of undiagnosed mental health issues and the evidence that many women are reluctant to seek help due to stigma, fears of being labelled an "unfit mother" or losing custody of children (Higgins et al., 2016) , fears which are heightened for women coming from ethnic minority communities (Keefe, Brownstein-Evans, & Rouland-Polmanteer, 2016) , it behoves midwives and nurses to develop the necessary comfort, confidence and competence to be proactive in opening a discussion on PMH issues with all women. Although only a small number (18%) of participants within our study considered that documenting mental health issues could stigmatise women, this is an issue that also needs to be addressed within education given the importance of documentation as a communication tool within the multidisciplinary team. Equally, strategies to enable practitioners to see women without partners or family members, and with privacy also need to be explored, as these were particular issues for the midwives within this study.
A worrying finding from the study is that nearly one quarter of the participants feared that if they referred a woman to the general practitioner, she would only receive medication. In the absence of well-developed PMH services and the dominance of biomedical approaches to mental health problems within the Irish services (Watts & Higgins, 2017) , one can understand this view. However, evidence suggests that primary care physicians are reluctant prescribers of psychotropic medication to perinatal women and in some cases, stop medication inappropriately (Byatt et al. 2012) . Given the short-and long-term implications of undiagnosed and untreated PMHPs on the woman, foetus and baby, practitioners need to be mindful of how their own fears may impact negatively on health outcomes. It is encouraging that few practitioners considered that mental health is a taboo subject or that talking about mental health issues could increase the risk to the mother or the baby, or that they lacked support from managers or colleagues.
| LIMITATIONS
While the findings do provide insight into the barriers impacting on practitioners' engagement with mental health care, generalisability is limited by the convenience nature of the sample, a lack of clarity on sample representativeness and the potential that those more positively disposed to PMH care completed the survey. Other limitations include the use of a survey tool that was not psychometrically tested and a risk of type 1 errors. Despite these shortcomings, one of the main strengths is that it provides a quantitative measure of barriers to PMH care as well as highlighting the differences between midwives and primary care nurses. By doing so, the study affords insights that may help focus interventions around PMH education, practice and service provision.
| CONCLUSION
Barriers exist to practitioners addressing mental health concerns with women, many of which relate to organisational factors, including workload, lack of time, and lack of clear pathways, and others which relate to practitioners' lack of knowledge and skill in relation to PMH. In contrast to primary care nurses, the findings indicated that midwives were more concerned about women's reactions to being asked about mental health. At an organisational level, more guidance and training should be provided to ensure that clear care pathways are available to practitioners to guide their decision-making, and ensure that they possess the requisite skill, knowledge and cultural competency to address PMHPs with confidence.
| RELEVAN CE TO CLINICAL PRACTICE
This study has significant implications for managers and educators within midwifery and primary care services. If midwives and nurses are to incorporate PMH within their scope of practice, they need care pathways and standard operating procedures to guide their practice, alongside an increase in the number and type of PMH services available to women. Educators also need to incorporate strategies to address practitioner' fears and other provider-related barriers identified in this study.
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